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Conclusion: Transition to RA as the preferred access site for CATH and PCI resulted
in use of fewer catheters but more contrast and longer time in lab for RA-CATH, and
RA-CATH with PCI compared to FA-CATH and FA-CATH with PCI. Resource
utilization overall was similar for stand-alone RA-PCI and FA-PCI. These observations
emphasize the importance of operator dependent variables in transitioning to RA, and
identify opportunities to reduce resource utilization with greater RA experience.
TCT-541
Comparison of transradial and transfemoral approach for carotid artery
stenting: radcar study
Zoltán Ruzsa1, 3, László Pintér2, Balázs Nemes1, György Szabó1, Zoltán Jambrik1,
Károly Tóth3, István Koncz3, Ralf Kolvenbach2, Kálmán Hüttl1, Béla Merkely1
1Cardiology Center, Semmelweis University, Budapest, Hungary; 2Augusta Hospital,
Düsseldorf, Germany; 3Bács-Kiskun Hospital, Kecskemét, Hungary
Background: Transradial angiography and intervention results in fewer vascular
complications, earlier ambulation, and improved patient comfort. Limited data exist
for radial access in carotide artery stenting. This multicenter prospective study was
performed to compare the outcome and complication rate between transradial (TR)
and transfemoral (TF) PTA for for carotid artery stenting (CAS).
Methods: The clinical and angiographic data of 180 consecutive patients high risk for
carotid endarterectomy treated by CAS with cerebral protection between 2009 and
2010 were evaluated in a prospective study. 111 lesions were symptomatic with carotid
stenosis (>70%) and 69 lesions were asymptomatic with stenosis (>90%). Patients
were categorized TR (n =60) or TF (n =120) groups and several parameters were
evaluated to assess the advantages and drawbacks of TR access: procedural success,
access site cross over, rate of access site complications, major adverse cardiac and
cerebral events (MACCE) at 1 month and consumption of angioplasty equipment.
Transradial cases were performed by two operatours skilled in transradial technique.
All femoral access sites were closed with closure device.
Results: Procedural success was achieved in 179 patients (99.5%), but the cross ower
rate was 8.3% and 1.6 % in the TR (1 radial artery spasm, 1 radial artery loop and 3
cannulation problems) and TF (2 iliac artery stenosis) group (p<0.05). Major access
site complication was encountered in 3 patients (5%) in the TR group (2 asymptomatic
radial artery occlusion, 1 subclavian artery perforation required transfusion and surgical
repair) and in 5 patients (4.16%) in the TF group (4 femoral haematoma and 1
pseudoaneurysm) (p=ns). The incidence of MACE was 1.6% in the TR and 1.6% in
the TF group (p=ns). The consumption of angioplasty equipment proved to be the same
for the two groups.
Conclusion: Carotid artery stenting with cerebral protection devices can be safely and
effectively performed using radial access with acceptable morbidity and high technical
success.
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Background: There are limited data on the safety and feasibility of initiating a
transradial cardiac catheterization (TRCC) program at an academic institution where
trainees are the primary operators. While TRCC reduces procedural complications and
patient discomfort relative to transfemoral cardiac catheterization (TFCC), it may also
be associated with longer procedural and fluoroscopy times, especially for novice
operators. We describe procedural variables and clinical outcomes of TRCC in a
teaching program.
Methods: Beginning in April, 2010, trainees at UC Davis Medical Center participated
in TRCC, with cardiology fellows being the primary operators. Procedural variables
and clinical outcomes of TFCC were compared with TRCC. To reflect the learning
curve of TRCC, we also compared the first six months (n=163) of the TRCC cohort
with the second six months (n=176).
Results: A total of 1,777 cardiac catheterizations were performed from April 2010-
March 2011, with 339 (19%) TRCC cases. Baseline patient characteristics and
procedural indices are summarized in Table 1. Overall procedural success rate was
95.6% (n=324) in the TRCC group and 99.9% (n = 1436) in the TFCC group, with
low periprocedural and vascular complication rates in both groups. When the first six
months of TRCC was compared to the second six months of TRCC, fluoroscopy time
(18.8± 18.9 vs. 14.9± 14.1 min, p = 0.03) and contrast utilization (180 ± 104 vs. 158
± 78 mL, p = 0.03) each decreased significantly.
Conclusion: TRCC is safe and comparable to TFCC when performed by operators in
training, and training programs should be encouraged to adopt TRCC as part of their
curriculum. Procedural time, fluoroscopy time, and contrast utilization of TRCC each
decrease significantly within six months of training.
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Background: Relevance of training has been recognized as a key factor for safety of
Carotid stenting (CAS). The objective of this study was to evaluate whether the center
learning curve could shortcut the training of new trainees with CAS.
Methods: Consecutive CAS procedures performed from 2001 to 2010 were reviewed.
The learning curve phase (years 2001-2003) was performed by the “leader team”
(“historical team”) including vascular surgeons and interventional radiologists who
first approached CAS. Learning curve included acquisition of handle skill with CAS
procedural steps and best selection of patients and materials. Periprocedural
complications after the learning curve in the “leader team phase” (the historical team
continued to perform all procedures in 2004-2006) and in the “expanded team phase”
(5 new trainees joined the historical team in 2006-2010) were measured.
Results: A total of 1540 CAS were reviewed. The first 195 represented the learning
curve. Of the remaining 1345 CAS, 431 were performed in the “leader phase” and 914
in the “expanded team phase”. Individual operator volume for the new trainees ranged
from 20 to 188 CAS. Periprocedural complications were similarly low in the two
phases: strokes (2.8% vs 2.2%; p=0.56) major strokes (0.9% vs 0.8%, p=0.75), death
(0.2% vs 0%; p=0.3) for the leader and expanded team phase respectively. Mean
procedure time was longer (43 min vs 38 min) in the expanded team phase, while rates
of immediate conversions (1.0% vs 3.5%, p=0.03) and mean contrast use (69mL vs
92mL;p<0.0001) decreased.
Conclusion: The primary factor driving stroke reduction with CAS is the center
experience. CAS complication rate is not based on individual rules but most likely on
the center/team practice also defining how to select patients and materials best suited
for the procedure. Appropriate learning curve of the center can markedly shortcut the
training of new trainees preserving CAS safety and efficacy.
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